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of the (inaudible) surrounding that areal.

I agree

with a lot of the comments that have beeh said up

to this point.

We currently -- my role fin Nemours

is as the telehealth administrator. We hre doing

quite a bit in this field.

We are servihg

children who have acute care needs to chfonic care

needs within the home, within the school
on cruise ships. And we're doing quite
work with primary care organizations and
other community hospitals and health SysHt

One of our biggest challenges
do service a large Medicaid population.
service many urban areas, a lot of these
don't have access due to the cost of the
So, that's one of our biggest hurdles, if
will, enabling and allowing us to be abld

provide the telehealth services into thod

settings where they may not have access.

S0, we're excited about the opp

not only in the urban settings but also i

settings to begin to think about what we

and how we can have a better exchange wit

and even

b bit of

also
ems.
s that we
While we
families
services.
you

to

ortunity
n rural
~an do

hin the
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patients and families travel many miles ip order

to access this care, so we think it's very, very

important and relevant at this point in t}me to be

able to have this discussion today and reglly

think about what we can do in order to improve the

connectivity. So, thank you very much fof the

opportunity to speak.
DR. AHERN: Thank you, Carey.

appreciate your input.

question, if I may.

e really

One quick follow-pp

Of the services that| you

described, how much of it is wireless woufld you

estimate?

MS. OFFICER: Probably over 50

percent.

We have found that really works better in| the home

setting and we have found it to be diffiqult in

other settings like schools. So, we're g little

bit challenged from a wireless perspectivle to have

that kind of access so we try to go hard

wherever we can. We have found that the

Wwire

connectivity especially from a video pergpective
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has been better.

DR. AHERN: Great, thank you,
Justin, if you could gueue up the next
participant.

OPERATOR: Certainly.
the line of Bill Jansen of MetalQuest.
is open.

MR. JANSEN: Good afternoon.
for having me.
colleagues and as concise and succinct.

When I originally applied for
listening session, what does MetalQuest

with healthcare? Such an odd name.

Chrey.

Next we'lll go to

Ypur line

Thank you

I'11l try to be as eloquent as my

he

Have to do

Well,

actually, one of the blg parts of our buginess is

operating as a trustee for bankrupt healthcare

providers, whether it's a large urban cegter, a

critical access hospital, or an individuél

provider.

broadband, just connectivity in general,

So, we see every day the need for

especially in rural areas Or areas where] people

are more economically challenged.

So, we deliver historical datal and we
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deliver real- time data, but oftentimes We can't

deliver the data for someone who needs td undergo
a test. So, if we had that broadband -~ |whenever
the person is educated enough to use -- We can cut

costs tremendously across the country in fterms of

invasive tests, tests of any kind, and just

genefally the patient would be happier knpowing

that they can access their data. So, acdess to

data is critical.

We also have the same problem with

hospitals. Hospitals will call us,
will call us, they need access to data.

have a lot of imaging data, but we can't
effectively deliver in real-time to, say,

facility.

or a provider

We may

a rural

So, those are the big challengefp that we

see every day, and there is definitely a

divide. We especially see this with low-

and we see it with the elderly population}

just don't know how to use the technology
care of their healthcare needs. So, that

have and thank you.

Higital
i ncome
they
to take

s all I
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DR. AHERN: Bill, 4

Thank you,

very helpful. I do have a follow-up que
think there is a major concern among theg
community about some of the uncertainty
coverage and the implications of changin
healthcare insurance policies in terms g
on providers. So,
risk for providers as a consequence?

MR. JANSEN: Absolutely. I ha
conversation today. Changing reimbursen
rural

put especially smaller providers,

at risk. Large urban providers, it puts

risk. A lot of that is because the popu
they serve, they're indigent or they're
Medicare, Medicaid or their insurance pd
just don't pay enough.

So, one thing that's kind of
interesting..., if you believe the data,
will be 400 rural hospitals closed in tH

several years. So whether that's true d

whether it's 100 or 500 it's still a lot.

only will the patients be without an acu

hat was
stion. T
provider
Wwith

g

f impact

are you seeing more and more

d that
ent has
providers,
them at
lation
receiving

licies

there
e next
r not,
So not
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facility to attend to their healthcare ne

won't even be able to get the data to tak

provider. So, yeah, we see reimbursement
every day as affecting the health of the
provider community. Thank you.

DR. AHERN: Thank you. Again,

follow-up question, Bill. Do you see the
providers are doing poorly because they t
adopt broadband health services and aren'
successful in doing that? Would that be
accurate appraisal of what you've seen?
MR. JANSEN: Yes. So,
adopt broadband technology but the implem
costs might be too high and/or but probab
importantly is the interoperability just
there. So,
have a healthcare exchange and can easily
information. If you're using a large EHR
maybe you can move information betweén 14
of the same EHR. But,

yeah, interoperabi

huge stumbling block for providers, esped

smaller providers. They want to provide

ds, they
e another

issues

bntire

one

ry to

they wanf to

Entation
ly more

isn't

if you're a large urban centefr you may

move
system
ke users
lity is a
ially

good care
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caren't too different from the others that

and they do the best they can but they cpuld do

better with good broadband, whether it's| fixed or

whether it's wireless and interoperabilify issues

would go away.

DR. AHERN: Thank you, Bill. [

appreciate your answers to those questiohs.

have one remaining participant but therels

We do

chance that we could get another one bef$re we go

to open discussion, so don't miss your

opportunity.

Justin, if you would go ahead 4nd ask

our next participant to introduce themselves.

OPERATOR: Certainly. It will|come from

the line of Edward Miller, MD Anderson Cdncer

Center. Your line is open.

MR. MILLER: Thank you, and thqnk you to

the FCC for hosting this call today. My |comments

spoken out.

have

We're the largest cancer hospiffal in the

country and in urban areas often have acde

ss to

specialty care for either oncology or heart or

44
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whatever their complex health condition m

But we've experienced here in Texas, a la

state, a lot of rural areas,
get to west Texas, there aren't enough sp
that can take care of the needs of the cof

And of course our expérience is only with

Yy be.

L ge

especially when you

tcialists
hmunity.

oncology

and a lot of these people cannot travel byt just

because it's rural or it's underserved
communities.

So, we have been participating

program that trains primary care provider$

specialties to be more attuned to special

In a

with

Ly care,

they can provide more care than they wouldl have

been able to. And we do this through

tele-mentoring and other programs like th
requires broadband to have videoconferenc
share data and slides and pictures, etcet
doing this it allows patients to be treat
their community at the right time, it doe
cause delays in care which can end up mak

cases much more complex and it can improv

outcomes or reduce costs.

bt and it
ks and
kra. By
bd in
En ' €

lng their
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But the thing we're running in

there is a severe lack of broadband, or

wireless services in certain areas that

fo is that

Even

hre very

rural and the faster uptake in those aregs we

could definitely expect greater outcomes

these health episodes. And, again, it's
cancer-specific but you could get a lot
specialty care into primary care offices
they'd be more aware of the conditions t
need to go into in-patient settings in a
versus being able to stay home and being
be monitored remotely as many other grou
already expressed.

So, I guess that's kind of wha
would be, just that access would increas
think that would open up the door for a
other programs. Again, I thank you for
the call.

DR. AHERN: Thank you, Edward.
appreciate that input.

I think we're at a point now w
and h

can open up all the lines, Justin,

from

not just
lore

and

hat do
hospital
able to

bs have

L our hope
b and I
Lot of the

hosting

Really

nere we

pve an
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open discussion. If we could go ahead an
I will ask my colleague, Dr. Gibbons, to
begin with a question or two to get the
conversation going. This is, again, now
opportunity for all of the participants o
call to comment, respond to the questions
have a dialogue.

DR. GIBBONS: Great, thanks, D3
Again, thank you e&erybody. This has besg
fantastic. It's gone above and beyond wh
hoped for.

T've heard a number of things f{
found very, very interesting and fascinat
one, Hank, in the beginning you were pref
about saying that really the need for spg
going up, and you even said that your T1

basically insufficient currently and that

4 do that

maybe

hn
h the

L and

vid.

at we'd

hat I
ing. For
ty clear
ed is
lines are

's only

going to get worse in the future, if I upderstand

you correctly.

But at the same time, I think [

heard

from Jon Zasada that -- and I want to make sure

I'm hearing the right thing -- that 10-3

is
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actually okay for you guys, Or were you s
that you'll take it because that's all yo
geté I'm wondering in general, not only
and Jon, but I'm wondering across all of
groups if the need for broadband speeds a

up as Hank described, and in particular J

because you mentioned 10-3.

aying

L can

bt Hank
Lhe

e going

pn

And then there is a second quesftion.

I'd love to hear more about the virtual H
program, how that is actually working and
others are doing things like that. Thank
nuch.

MR. FANBERG: This is Hank. I
comment that, yes, I think you have it ¢
And the specific example that I can give
one of our San Antonio hospitals is a tra
center and they have patients literally §

across the state of Texas. There is a c¢

R
if

S SO

11
rrectly.
So have
nsplant
cattered

rtain

amount of testing that needs to be done bhead of

time when you go on the registry for an p

transplant. And in some of these communfi

rgan

ties

where we have these people there is insdfficient
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bandwidth just to conduct a virtual visit
testing that needs to be done to transfer
information from the rural location into
Antonio. And those connections, all that
available there right now are Tl lines an
finding that we can't even get these visi
trying to send what I consider to be rela
the data that would really need minimal b
but we're having difficulty with that.

DR. GIBBONS:
what a minimum might be for you guys? If
could choose what the minimum would be, W
you say?

MR. FANBERG: Well, it's going
upon the location and the area. Someone
had referenced the FCC has what they cong
standard minimum which I don't recall thd
But, frankly, when you start talking aboy
you're sending data, if you're sending tH

(inaudible), i.e., any of your images, Vv{

probably need to start with a baseline of

with the

the

ban

we have
i we're
s done
fively --—

hndwidth,

Do you have any sense of

you

hat would

to depend
earlier

ider the

number.

if

e visual

u really

about 10

megs, and sometimes during the day that probably
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will not be sufficient but it's a good st

place. We like to do a minimum of 45 if
available, but that is not always the cas

DR. GIBBONS: I want to clarify

I think you're saying something very impo
You're suggesting that, first of all, the
not a static need, it's not whatever, 100

day long, but it can and does vary throug
day but to the extent that we don't have

availability when the need is greatest th
entire thing is insufficient. I think if
understand you correctly that's an import
insight that we have to think about at th
terms of trying to decide what's adequate
more than just some sort of a number, wha
that number is, because the needs vary th
the day,

if I understand you correctly.

MR. FANBERG: Yeah, although ag
there is a minimum threshold that will be
and I think experience says that that min
and maybe I'm going back to the Connect A

Map which came out with some standards, i

brting

it's

w

because
Ftant.
need is
megs all
hout the
Che

bn the

hnt

e FCC in
It's"
Fever

roughout

hin,
needed,
 mum —-—

herica
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U

certain amount of bandwidth was availablg
said you had sufficient bandwidth in the
community, and our own experience is that
information is not necessarily correct al
time.

DR. GIBBONS:

Great. Others?

MR. ZASADA: This is Jon Zasadg
Alaska Primary Care Association again.
actually just trying to get back into soh
testimony that we provided to the Alaska
legislature this spring, and I'd also def
Verné Boerner, our colleague with the Alj
Native Health Board. We will provide sof
additicnal data or information after thid

regarding speed.

experience in talking with health center

they

their

1 the

from the

[ was

e

er to
ska
e

meeting

But I guess in my pers¢nal

directors

they are okay with the speed that they hdve.

There are lags that affect the flow of

appointments and the flow of work, but I
particular very isolated commuﬁities undd
the limitations of the connections that {

have. I will say also that in communitid

think in
rstand
hey do

s that
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don't have dedicated connections the neefl

for

speed of bandwidth in a dedicated connection is of

vital importance. And I think this goes|back to

the person that was talking last, in nonfdedicated

connections, in a very small community it

quickly take up to four hours to transmil

can very

out a

single image for review by a distant provider and

ties up the rest of the online work that |the

clinic may be doing.

Again, all that being said, wellike

everyone else are continuing to modernizd

our

EHRs, our electronic health platforms. We were

just talking yesterday about expansion of

in-home

and in-community monitoring and all of tHose

require a constant increase in both bandwWidth and

speed. Those changes are being developed

by the

commercial providers here in Alaska but they come

at a very, very large cost which to this point has

been borne without interruption by the Rufal

Healthcare Fund and with 7.5 percent prorktion

that we saw in 2016 and the peril of a mufh higher

proration for 2017 and beyond. The moderhization
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of that fund is of the highest priority £
the non-tribal and tribal systems and for
hospitals here in Alaska.

DR. GIBBONS: Great, great. So
correct me if I'm wrong but I'm not heari
say that lowér bandwidths are really adeg
You're working with them and you're happy

you can get but more would definitely be

That's what I'm hearing, right?

MR. ZASADA: Isn't more always
(Laughter)

DR. GIBBONS: Well, yeah.

MR. ZASADA: And, again, I thin

homework that I'm taking away for you all
future sessions will be doing a survey wj
directors to try and flesh out some of tY
issues in additional detail so that we c3
that information with you going forward.

DR. GIBBONS: Okay, great. An
final question. Can you tell us a littlg
about the virtual ER?

MR. ZASADA: I can tell you a |

r both

rural

again,
g you
hate.

for what

pbetter.

petter?

k my

and for
th our IT
ese

n share

just one

bit more

ittle bit
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and then, again, get you more information

as we

go. So, basically a patient would presenf in an

emergent situation at the community healt
that's located in Dutch Harbor, Alaska wh
those that don't know is one of the large
fishing communities in the United States.
an annual influx of tens of thousands of
workers that augment its regular populati
want to say 2,000 to 4,000 people. It ddg
have a critical care hospital so the emex
room does exist in the community health d
Again, the patient appoints, there's a dg
connection to Providence Alaska Medical
Anchorage. The medical staff at the hea]

use a range of diagnostic equipment that

direct feed to the hospital and they are

the care of the patient until a medevac ¢
arranged. Just so you know, a medevac Cg
arranged -- with the weather in the distp

Pacific can sometimes take a number of dp
worst case situations and can cost betwege

and $100,000.

W center
ich for
5T

It has
seafood
on of I
es not
gency
enter.
dicated
enter in
th center
provides
guided in
an be
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nt North
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DR. GIBBONS: Wow. Wow. Than
much.

DR. AHERN: Thank you, Hank an
your comments. Any other comments on th
that we've been discussing?

MS. BOERNER: This is Verné Bo
ANHC.

DR. AHERN:

Yes, go ahead, Ver

MS. BOERNER: Thank you. I ju
to add a couple of statements in additio
Jon's. Again, I think he's done a fanta
describing the situation.

Some of the other issues that
seen with regards to speed, not just wit
transmission of medical files and record
such, is actually processing and doing t
administrative work. A lot of the enrol
pilling that our members have engaged in
all sort of online- based and if there's
interruption in the transmission of that

speed is too slow it can cut off hours'

work that will have to basically be staxy

k|you very

d| Jon, for

el| topics

ekner with
g .

4t wanted
1 to

dtic job

We have

B the

and

e

| ments and
they're
an

or if the
worth of

ted over
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again. So, it does affect the overall

productivity of our centers as well. So,
;

just one addition that I wanted to add.

Parity is something that the t1
health programs have really stood for and
for as well. So, the 10-3 is a good basg
the problem we have is that it hasn't alw
consistent or consistently available or A
Again, I do think that there are improven
being made, but again, it really depends
sort of consistent and predictable suppod
the tribes, the broadband providers, our
and the state have sort of worked togethd

as Jon has said, addressing the Rural Heal

that's

ibal
fought
line but
ays been
eliable.
ents

on that
t that
partners,
r. And

lthcare

Program fund is of utmost priority for ouf IT

usage and broadband usage.

DR. GIBBONS: Great, thank you.
DR. AHERN: Thank you, Verné.
might at this point take an opportunity t
that in the two-page document that you we

with the questions we also have a request

research or case studies that you might w

[ think T
b mention
Fe sent

for any

hnt to
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share with us. So, as was mentioned in the

previous participants, if there is additjonal

information that you want to provide we %ould be

very pleased to receive that at
connect2health@fcc.gov.

helpful to us.

That would be vgry

On that note, I might ask if Ldvisa

Gustafsson is still on the call from the
Commonwealth Fund.

Commonwealth Fund has been working on a

Lovisa, I know that he

breakthrough portfolio and I wondered if lthere

were any projects that you might be able |to talk

about that would be relevant here in our

discussion.

MS. GUSTAFSSON: Hi, yes. I tHink a lot

of our work to date has been focused around

consumer access to their healthcare data,

interoperability, and a lot of those sortk of

issues. So, this is a newer area that we
starting to wade into in relation to that
work.

So, it's really helpful for me to

lot of these issues and the problems that

re

sort of

lear a
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providers are bringing up given that we '
in the field working with providers on a
day-to-day basis to help inform us in tenq
what our priorities are goihg to be going
in terms of how we can be thinking about
issues and how we caﬁ potentially be doif
grant-making around them to solve some Of
problems that you are raising. So, reall
appreciate the opportunity to hear from
and your experiences and any of the prob
you are experiencing today or potentiall
coming down the road. So, thank you.

DR. AHERN:

Wonderful. Thank

Lovisa, I appreciate that. Chris, did y
another gquestion that you wanted to pose

DR. GIBBONS: Yeah, sure. I w
thinking about what we've heard and I al
what Bill Jansen at MetalQuest said very
interesting. Similar in some ways to Ld
because these are not provider organizay
the work that they do is critical to prd

organizations. At one level, it illustH

e not out

ms of
forward
these

g

these

Yy

11 of you
lems that

y foresee

ou,

bu have

RS

so found

visa
ions, yet

vider

ates for
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4s -- if I'm understanding you correctly

can correct me if I'm wrong -- that when

about broadband and sqpporting health and

and you

Ve think

supporting providers we have to think morg broadly

than just supporting hospitals and doctorp and

maybe consumers in their homes and there

bre other

types of organizations like MetalQuest thpht are

critical to the healthcare process.
I'm wondering if, Bill, you or

might have any thoughts for us about any

lothers

other

kinds of organizations that may not be pfjoviding

healthcare from a physician or other typjcally

recognized healthcare provider, but are g¢ritical

in the healthcare process that you think
be important to have us think about and f
inclusive of as we strive to develop or
development of priorities and other thin

FCC.

it would
ry to be
inform the

s at the

MR. JANSEN: Hi, this is Bill Pansen. I

can think of any number of companies and

probably

industries that need to be included in the

discussions.

But one thing that comes to mind
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easily is just companies that are workinly on

clinical systems and their ability to prpvider

interoperability. So, those kinds of coppanies

really affect not only the provider and the

consumer but all the players that are in
And, of course, you need to have the big
involved in it.
to see is limited speeds.

And to answer the previous quef
think really your kind of baseline minimd
megabits at the very minimum. We can haz
data out for less than that unless it's H
compressed.

But I think that most of these
are not a question of technology, it's re
question of economics. I mean, we commun
with the Voyager that's beyond our solar
all the time. So, if we can do that on t
built back in the '60s and '70s surely al
other issues can be easily solved.

But, again, I think one of the

challenges we have are people that are ei

between.

carriers

One of the last things you want

tion, I
m is 10
dly push

ighly

questions
ally a
icate
system
echnology

[ these

biggest

Fher

60



10

11

12

13

14

15

16

17

18

19

20

21

22

elderly, they don't understand the technology, and

people who are of low income, who don't hhve

access to technology.

And, of course, there are

people in rural areas who don't have acceps to

technologyﬂ But,

again, that goes back tp if

you're a provider of technology do you waht to go

after three people?
people that live in Alaska or some other
location.

So, that's really,
I don't think it's much of

heart of it.

technology issue.

You want to go after| 100

far-flung

I think, maype at the

a

It's really a question] of what

policy do we want to create to help our dountry

move ahead in terms of its health.

DR. GIBBONS: So,

assuming thay to be

true -- and I'm not saying it's not, I bdlieve ycu

-- what would your suggestions be for an

FCCc? I

mean, okay, this is not a technology issye or at

least not mainly, you say; if that's the
you see a role for the FCC assuming that

things would be within its mandate? I'm

really trying to get your perspectives of

case, do
these
just

how an
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FCC can help address the problems that you see

that are impacting utilization of broaddand in

greater ways to achieve health outcomes.

What can

we do or what recommendations might you have for

an agency if you assume the problem is npt a

technolegy problem at its core?

MR. JANSEN:

Well, I think thaf this is

a very good start, bringing together intgrested

parties and stakeholders with the FCC acting as a

facilitator in a policy body that can br

ng

together all these disparate groups and kind of

make sense out of it. That's one of the

challenges, right? Getting the people tq
and figuring out some kind of consensus o
forward. I mean, that's the toughest pan
Again, I don't think it's the s
but in this case how do you bring groups
how do you reach a consensus. I think tH
role of the FCC. Then, of course, once t
consensus 1is reached being able to put oy

reqgulations so we're all playing by the s

rules.

biggest
gether

n a path
t.
echnology
together,
at's the
hat

L the

pme
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But, you know, that's tough and

with all

the changes in technology, technology gef{ting

better, of course keeping up with change |is its

own set of issues. So, it's definitely 4
challenge to overcome but it's definitely
impossible.

DR. GIBBONS:

Great. Thanks sd

DR. AHERN:

big

not

much.

Thank you, Bill. {hris, if

I may, we have another question thinking lbout the

future, and that is certainly part of thd

set that we had sent out. If participant

question

s on the

call have thoughts about current and future

broadband- enabled health applications co
comment on that? And what kinds of servi
we talking about and what kinds of bandwi
speeds will be need, thinking about the f
healthcare continues to transform? Do fo
thoughts about that?
MR. FANBERG: I think, David --
Hank. I'd just like to make a quick comm

I think will touch on your question, but

go back to the immediate prior discussion

11d they
Ces are

Adths and
Liture as

[ ks have

it's
Ent that

[ want to
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The FCC sets the regulations as
we can -- I don't want to say use broadba
in terms of the programs that it has to §
the cost of broadband. And when I talk 4
need for speed I'm also talking about thd
speed within the FCC to change its polici
years ago I petitioned the FCC to do somg
things that we're talking about today ang

still waiting for a reply.

to how
hd, but
ubsidize
bout the
need for
es. Two
of the

I'm

So, as the policymaker which igpacts

what we all can do and how we can do it a
eligible to be a part of it are going bag¢

pilot program, and I think this rule sti}

nd who is
k to the

1 stands,

where there were prohibitions on being aple to

share your circuits with non-healthcare p

These are policies that need to be addrep

roviders.

sed, that

need to be changed, and in my opinion thpse are

regulatory issues and not legislative isp

ues and

those are things that need to be addressgd in the

process also. And if we can address some of those

things that will help the innovation and

help us

get to where we need to go in terms of Heing able
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to reach new places, new locations, readh

mobility, and provide a variety of servijces. But

it's those underlying policies that need to be

addressed.

DR. AHERN: Thank you, Hank. Appreciate

that. I think the question on the table|was about

the future and services that we can imagfne two

years out, five years out. Things are mpving very

quickly with respect to healthcare reforh

digitalization of healthcare which we seé

and

every

day now in many ways. What are some of the

opportunities and solutions that we think

going to emerge for which broadband is gaing to be

critical?

MS. OFFICER: This is Carey Officer with

are

Nemours. As we think about what the futdre

entails for the children that we're servilng across

a pretty wide geographic area, we really |foresee

remote monitoring and providing care withlin the

home as a critical aspect, predictive, anglytic,

and really getting to the source before aphd being

proactive before something sets in and a khild
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ends up in our emergency room or ends up

inpatient in our health system. So, it'g

as an

really

pushing care into the home and if we donft have

the right type of connectivity into the home and

at a cost point that these families can fubscribe

to then that will never become a reality

MS. HAHN: This is Beth. Also
understand that we're all out here trying
this without any‘funding. There is no
reimbursement for telehealth, telemonitod
patients' homes but we're doing this becd
know that this is for the benefit of the
and the care that they need to receive.

Our cardioclogy patients and ond
patients, if'they have connectivity to tH
doctor they can save travel of 80 to 100
a two-hour travel to providers where thed
lack of providers and they have to wait w
get into a specialty provider sometimes.
we're all grassroots trying to do what ne
done behind the scenes with the capabilit

we have and without reimbursement. The m

to

to do

ing, in
use we

patient

care

eir

hiles and

e is a

ccks to

So,

bds to be

Les that

bdical
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community isn't supportive because they know there

is a lack of providers and that they can|t

see

everybody one-on-one as much as they woulld like

to. We get referrals, "Do you have cardiology

telehealth?" Because the providers know|that this

is what's needed. But we're here in the

background scrambling trying to figure oft how to

provide it to them at our own cost.

DR. AHERN: Thank you, Beth. $o,

the barriers, one of the challenges, is ¢bviously

one of

the funding and sustainable funding in ofder to

support the development of these initiat{ves, the

deployment, and that's sort of part of tHe

challenge that you face and I'm sure many

providers are facing today.
MS. HAHN: Yes.
MS. BOERNER: This is Verné with

Alaska Native Health Board. I just wanteld

the last three speakers I think really diH a great

job in addressing some of the in-home cark

the

to --

issues

and some of the innovations that might ocfur but

the lack of access, again, in rural commuhities is
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so incredibly high across the United Stat

thinking about the regulatory barriers th
impacted the -- I mean, there are efficie
that are not being tapped into that becau
limitations as to how they can be used is
that.

When you think about non-techni
issues, if you look at immunizations and
have a critical mass having access to tho
immunizations they're not effective. And
similarly, with broadband if you don't ha
critical‘mass with access to it you're no
to build that sort of awareness of it ove
then these innovative approaches can't ge
ground quite as easily. So, I think that
of an artificial barrier that might need
addressed.

Thank you.

MS. ZASADA: This is Jon, also

Alaska. I guess I had an experience rece
kind of gave me a little bit of perspecti

pessimistic about the increased affordabi

rural broadband for residential use and I

s and

bt have
hcies

e of the

part of

hal

you don't

7e that
L going
rall and
. off the
's a part

Lo be

i n

htly that
ve. I'm
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somewhat pessimistic about how much more

affordable cell plans are going to becomd.

I was

recently in rural northern Canada, the Ydkon

Territory and the Northwest Territories, land in

response to their desire to lower costs and

increase access to in-home monitoring, they

actually deployed old school 3G teleconnegctivity

and monitors that maximize at that level pf speed

in order to at least have a minimum base bf home

monitoring available for their patients.

I know

in talking to them that this is also a model that

has been used in other rural countries thht have

centralized health systems. So, again, I

think

it's good to get it out on the record as bne

opportunity that other places are trying.

DR. AHERN: Thank you, Jon. I want to

be respectful of time for participants. We're

near our two-minute mark. Are there any pther

brief comments that any of our remaining

participants would like to make before I furn it

over to Chris for final comments? Hearin§ none,

Chris, did you want to wrap up?
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DR. GIBBONS: Sure, thanks, Da¥id.
Again, let me on behalf of David and thelentire
Connect2Health Taskforce and the FCC thagk each
and every one of you for taking the timelout of
your busy schedule to give us your critidal
insights, your findings, and your thoughts.

We heard many things and I'11 Just
briefly tick off a few of the top ones that
impacted me. The increased need for morq speed,
problems around access and affordability,
reimbursement. But also there are non-tdchnical
issues that get in the way and that therd is a
feeling that the FCC can have a role in gvercoming
those non-technical issues, if it's coordinating,
getting people together, particularly in community
is important. And also, as the last calllkr just
talked about, sometimes low-tech technolopgies can
be useful on an interim basis to get throlgh a
problem.

These are all fantastic. We lopk
forward to continuing the conversation with you

again. Please feel free to send us anything else
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you would like us to know or did not get
chance to tell us. Our email is
connectzhealth@fcc.gov.
joining us today.

DR. AHERN: I would just also
all for joining us on the call today. We
appreciate the time that you've provided
input. We will now conclude the session
you.

OPERATOR:
does conclude the conference for this aff
We do thank you very much for your partig
and using the Executive Teleconference 5S4

You may now disconnect.

(Whereupon, at 2:59 p.m.,

PROCEEDINGS were adjourned.

* * * * *

the

Thank you, agaih, for

hank you
greatly
and your

Thank

Ladies and gentlemef, that

ernoon.
ipation

rvice.

the
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